I. Introduction
In the 1960s in the United Kingdom, hospices provided palliative care to people dying of cancer. Consequently, palliative care was defined as care provided for people who were not receiving any curative treatment for their illnesses.
In 1990, World Health Organisation (WHO) defined palliative care as the active total care of patients whose disease is not responsive to curative treatment and noted that control of pain, other symptoms, and of psychological, social, and spiritual problems were paramount. Although the WHO noted that many aspects of palliative care are also applicable earlier in the course of the illness, in conjuction with treatment, this definition of palliative care stressed its relevance to patients unresponsive to curative therapy and therefore implied that palliative is just end-of-life care when all else has failed. 1 In 2002 however, the WHO definition of palliative care was revised and noted that palliative care is an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual. The new definition replaced the term "terminal illness" with life-threatening illness" and broadened the reach of palliative care to all people suffering from chronic illnesses such as cancer, cardiac disease, and HIV. 2 HIV/AIDS is one of the public health problems of this age. Globally, over 6800 person become daily infected while over 5700 persons die daily from AIDS. Sub-saharan Africa has been hit harder with 68% of total number of people living with HIV/AIDS globally residing in this region. 3, 4 The impact of HIV/AIDS on developing nations has been quite enormous. It has contributed to decrease in average life expectancy from 53 years in 1990 to 45 years in 2012. It has increased the number of terminally ill patients in our homes and hospitals, hence increasing the number of patients that need palliative care. It has also increased the number of orphans and vulnerable children in our society, hence increasing the level of poverty and the cost of achieving developmental goals in such nations.
ARVs exert dramatic effect on the clinical course of HIV. They are not curative drugs but are palliative drugs used to improve the quality of life of people living with HIV/AIDS. They have ability to reverse clinical course of HIV-infected individuals from rapid to slow HIV disease progressors.
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III. Classification of Anti-retroviral therapy
There are different classes of anti-retroviral drugs based on the site of their actions in HIV life cycle. They act by inhibiting key viral enzymes and host transcription factors essential for normal HIV replication. The enzymes include reverse transcriptase, protease and DNA integrase while the Host transcription factor includeNuclear factor-kappa binding (NF-kb)which is a host factor that enhance sustained HIV-RNA transcription. This group suppress immune system in an attempt to slow down HIV replication.They are also useful prophylactic agents against acute transplant rejection following allogeneic kidney, heart or liver transplantation as well as for some autoimmune diseases.
IV. Benefits of Anti-retroviral therapy
Anti-retroviral therapy provide important contributory roles in improving quality of life of people living with HIV/AIDS .The benefits are as follows:
i. Reduction of HIV replication and its destructive tendencies: The morbidity and mortality caused by HIV burden is linked to its replication rate. Anti-retroviral therapy suppress HIV replication ability leading to reduced HIV RNA load, thus reversing the individual from rapid to slow HIV disease progressor. This is evidenced clinically by minimal symptoms, longer life expectancy and improved quality of life. This has led to reduced number of children that require palliative care. There is also improved maternal and fetal well-being when ART is commenced early during pregnancy. vi. Reduced Biological Aging Process: There is increased tendency of tissue destruction and release of superoxide free oxygen radicals whichbring about a rapid aging process in HIV/AIDS patients. This could explain the increased life expectancy and improved performance scale with ART.
V. Conclusion
The benefits of ART in palliative care of people living with HIV/AIDS cannot be overemphasized. It has helped to relieve the pains and sufferings of HIV/AIDS patients receiving palliative care. It is a good adjuvant to the holistic care of patients with AIDS-defining illnesses. It is playing significant contributory roles in the physical, psychological and socio-economic well-being of people living with HIV/AIDS and their nations. 10 The government through the ministry of health and other donor agencies should scale up the care of people living with HIV/AIDS through a sustainable anti-retroviral programme which should target all the three levels of health care institutions. This grass root approach will go a long way in reducing the number of people living with HIV/AIDS. Our advocacy today is "provide anti-retroviral drugs and increase the life expectancy of people living with HIV/AIDS".
